A merican health care is changing rapidly. Soaring health care costs, legislative reforms, demographics, and competition are driving these changes. The emerging health care system is redefining the relationship between health care providers and employers, and occupational health programs are playing a crucial role in this process. This article reviews trends in occupational health program development and discusses the features likely to characterize the next generation of occupational health programs.
EXTERNALIZING CORPORATE HEALTH CARE SERVICES
No one knows exactly why America lost its international corporate competitive edge in the Post-World War II period. Corporate mismanagement, rising energy prices, governmental policy, and arrogance all probably contributed. By the 1980s, America's decline was widely recognized, and corporations began major steps at restructuring to regain their competitiveness. These steps included introducing quality management, downsizing work forces, flattening organizational structures, and externalizing or contracting for certain services.
Restructuring often eliminated or reduced the size of in house corporate health programs. Employers began to purchase these health services from third parties. Practice patterns for occupational specialists reflect this trend. For example, 67.1% of occupational physicians who com-
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The Emergence of External Providers
This externalization of corporate health services coincided with increased interest in occupational health by hospitals and large clinics. The shift to prospective payment for Medicare in the early 1980s and the resulting decreased need for inpatient beds led hospitals to seek new revenue sources. For many hospitals, occupational health programs became an important part of their diversification strategy. In a 1988 survey (Sabatino, 1989) , occupational health programs ranked as the fourth best diversification, behind freestanding outpatient diagnostic centers, inpatient rehabilitation, and freestanding surgery centers. Eighty-five percent of the hospitals employing such a strategy reported they either made a profit or broke even.
Because the goal of hospital diversification was increasing both revenues and utilization of hospital beds, the heroes of this diversification were the managers and marketers who could drive up revenues, fill beds, and improve the "bottom line." Successful occupational health programs concentrated on the service most likely to achieve these goals-treatment of injuries.
CHANGING EMPHASIS FROM PREVENTION TO TREATMENT
Surveys in 1990 (Weisman, 1990) and 1992 (Newkirk, 1993) showed that the most profitable occupational health programs concentrated on injury treatment and used targeted marketing to identify those employers most likely to need injury services. To further enhance revenue, programs increased their injury treatment product line by adding or expanding such services as physical therapy, work hardening, and job simulation.
These new, market driven occupational health programs moved away from the traditional focus of occupational health-prevention. Workplace preventive services were often poorly reimbursed and little requested. In fact, in the 1992 survey (Newkirk, 1993) , hospitals rated wellness and on site nursing programs as being the two most difficult components to sell.
Why the Injury Treatment Program Model Is Changing
The injury treatment model is changing because the health care market is changing. Employers are demanding a more cost effective approach to health care and using their leverage to restructure health care. Since 1991, most states have adopted some form of workers' compensation reform. Fifteen states have added managed care approaches to workers' compensation since 1993.
As the market shifts, the weaknesses of the injury treatment model in producing a more cost effective approach to occupational health care become apparent. Three obstacles are: the strategy of increasing revenues by expanding rehabilitation, the inherent bias against prevention, and the incompatibility between the goals of the occupational health program and those of employers.
Most workplace injuries will resolve completely with little formal treatment. For example, 90% of people with low back strain will regain full functional status by 4 weeks regardless of the type of medical treatment (Carey, 1995) . The injury treatment program strategy of increasing revenues by expanding the rehabilitation product line will come under increasing scrutiny as managed care emerges. Occupational health programs will need to demonstrate that more extensive treatment improves outcome or limit rehabilitation techniques to those approaches known to make a significant difference in reducing worker disability.
Workplace analysis can identify and eliminate the cause of many work related injuries. Reducing injuries, however, can reduce the injury treatment program's revenue. As a result, injury treatment programs have an inherent financial bias against prevention. As employers become more cost sensitive and sophisticated, however, they will request more prevention efforts such as ergonomics and work site nursing programs.
The injury treatment program goals of increasing revenues and hospital admissions almost inevitably conflict with the goals of the employer and employee. In the early years of an occupational health program, injury treatment revenues can rapidly increase as market share grows. In most markets, however, there is a limit to how long market share can continue to expand. Injured workers will, after all, travel only so far to get to a clinic. As market share stabilizes, continuing to pursue increasing injury treatment revenues requires increasing employers' health care costs. This brings the injury treatment program's goal of increasing revenues into direct conflict with the employers' goal of reducing costs.
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QUALITY IMPROVEMENT
Quality improvement programs seek to meet or exceed the expectation of the customer by designing and improving the processes that produce products and services. Occupational health programs have many potential customers, such as employers, employees, insurance companies, third party administrators, and government regulators. Of these, the employer and employee are generally the most important. To succeed, programs often must balance the needs of the employer and employee.
Generally, this is not difficult. Neither the employer or employee wants serious injuries to occur or wishes the children of workers to suffer serious health effects. However, programs must carefully avoid meeting the exclusive needs of one group at the expense of the other. Sometimes such efforts produce paradoxical results. Here are two examples:
Some of the physicians initially treating asbestos lung disease cases withheld from the public and employees information about the health consequences of asbestos use in the misguided notion that they were protecting their corporate employers. This was one of the contributing actions that led to significant legal judgment against the asbestos manufacturers and to the corporations' ultimate bankruptcy. Nonetheless, it remains a daily problem that employees and health care providers fail to speak up about unsafe conditions in the belief they are helping the employer.
At the other extreme, health care providers who are self proclaimed "employee advocates" frequently encourage excessive treatment and time loss for their injured employees in the misguided notion that this is in the employee's best interest. This often contributes to a worker becoming disabled. Because this behavior can financially benefit the health care provider and the hospital, there is a strong, often silent, argument for its continuation in the name of "good patient care" which, of course, it is not.
Quality improvement requires that programs identi-Occupational health programs that can provide expert assistance to employers are likely to be in demand.
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Cost Effective Treatment
As occupational health professionals begin to apply continuous quality improvement techniques to their treatment of work related illness and injury, they must design treatment protocols and useful outcome measures.
Developing experimentally tested treatment protocols is a major undertaking. Recent efforts, such as the Agency for Health Care Policy and Research Clinical guidelines for acute low back problems in adults (Bigos, 1994 ) are a good model for future protocols.
Occupational health professionals often do not have adequate data for effective outcome measures. For example, rarely is there accurate cost data for treating a work related injury. Even when they do have some knowledge of their own costs, occupational health professionals rarely know the costs of outside specialists and services. To be successful in the future, this must change. The market will demand demonstration of superior performance in both cost and client outcome. Obtaining good outcome data will require superior information systems.
As the health care system changes, occupational health programs will playa key role in defining the new relationship between employers and health care providers.
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As employers become more sophisticated and cost sensitive, they will require occupational health programs to improve quality and control costs.
Occupational health program development in the 1980s concentrated on treating injuries and increasing the revenues for the health care provider.
To succeed in this new environment, occupational health programs will need to focus on the prevention of illness and injury, develop more cost effective treatments, and use superior information systems which allow them to measure and improve outcomes.
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fy their customers' needs and measure the occupational health program's ability to produce services to meet those needs. In many cases, the focus of the program will shift from maximizing revenue through injury treatment to cost containment.
COST CONTAINMENT
Cost containment has two major components: prevention of illness and injury and cost effective treatment.
Prevention of Illness and Injury
Both employers and employees benefit when there are fewer injuries. However, because fewer injuries mean less treatment, the economic losers in the illness and injury prevention approach are the health care providers. To succeed in the future, occupational health programs will need to be restructured to focus more on preventive services and prepare for probable reductions in revenue as their preventive effort succeeds. The most effective preventive services will be those that directly impact the worksite.
As employers begin to use similar techniques to manage their work related and non-work related health problems ("24 hour coverage"), occupational health programs will direct preventive services toward general health care. Unlike the wellness binge of the 1980s, where providers regularly offered a wide range of unproven programs with wildly unrealistic claims, programs will need to focus on those preventive services most likely to provide a cost effective result. Examples include such interventions as seat belt usage, smoking cessation, blood pressure control, drug abuse prevention, and employee assistance programs.
Interestingly, the nationwide clamor for reduction in workers' compensation insurance rates may provide a perverse incentive for employers to back away from the engineering modifications necessary for safe work places. The economic argument states that employers will prevent injury and illness when it is cost effective to do so. Employers must weigh the cost of reengineering for safety against the cost of injuring workers. To do otherwise threatens the viability of the business.
As the cost of a workplace injury decreases, reengineering for safety becomes a less attractive alternative. In addition, injury reporting rates correlate with the level of workers' compensation benefits paid; reducing benefits reduces the number of reported injuries. This fact often disguises the impact of employers' less enthusiastic safety effort resulting from reduced workers' compensation costs.
Workplace regulators, particularly the Occupational Safety and Health Administration (OSHA), could play an important role in counterbalancing the reductions in cost for worker injury through their enforcement practices. For example, the proposed ergonomic standard, if ever adopted and enforced, could play a major role in encouraging safety. The shortcomings of OSHA are well known (McNeely, 1993) . Current legislative efforts to weaken OSHA could further decrease employers' enthusiasm for safety.
Despite these concerns, the market is likely to seek lower injury rates as a means to lower health care costs.
SUPERIOR INFORMATION SYSTEMS
Programs that develop the ability to track and continuously improve their performance will be have a strikingly competitive advantage over those programs that operate traditionally. Tracking performance will require superior data processing capabilities. In the future, good data management will drive good client management.
No one in the current system of information management in occupational health possesses all critical information in a useful time frame. Employers, providers, and insurers are all blinded by the information barriers that exist between organizations. In occupational health, there is an emerging trend to merge the data needs of providers, insurers, and employers into a larger shared data system. These systems can produce the high quality data necessary to make the thousands of decisions required to continuously improve health care.
Superior information systems also will improve occupational health programs' ability to integrate with other elements of the health care system. With integration of health care, the boundary between work related and non-work related health problems is likely to disappear as employers apply managed care techniques to all their health and disability expenditures. Occupational health programs that successfully reduce work related health and indemnity costs will strongly position their organizations to take advantage of this trend.
CONCLUSION
During the 1970s and 1980s, employers externalized their occupational health care services, increasingly relying on third parties, such as hospitals and clinics. This trend fit nicely with the hospitals' need for increased revenues. Occupational health programs that succeeded during this period were those that concentrat-COMMENTARY I n his article "Occupational Health Programs; Envisioning the Next Generation," Newkirk states that the emerging health care system is going to redefine the relationship between providers and employers; however, it is not clear how this will improve occupational health. Ir fact, according to the author, current trends indicate injury c)u'e is replacing prevention based occupational health care and that the presence of occupational health care providers is decreasing in both corporate health programs and in the occupational health programs that are part of hospitals' recent diversification strategies.
Although a variety of fiduciary relationships have been explored between providers, insurers, and employers, and discussions about "reforming" health care payment have focused on the employer-provider axis, these discussions rarely attempt to redefine an organizational structure in which occupational diseases and injuries will be addressed. Newkirk cites the merging of occupational health data needs as an "emerging trend," ed on injury treatment and expansion of their rehabilitation product line.
Driven by employers' needs for cost containment and legislative reforms implementing managed care, the market changed. Now the successful occupational health professional must become a partner with employers and employees to reduce health care costs and limit disability. Ironically this will return occupational health programs to their traditional base of primary prevention. Combining prevention with new data processing capabilities, these programs will develop new, more cost effective approaches to injury prevention and treatment. They will join with other providers, employers, and insurers in functionally integrated networks as the boundary between work related and non-work related health care begins to disappear. but does not explore the subject in detail. More substantiation or examples of this trend would be helpful.
Discussion of the multi-disciplinary strategy necessary to prevent occupationally related injuries and illnesses is lacking. It would be helpful to discuss the team of professionals and their shifting roles to better understand the whole professional context.
Employees also are omitted in Newkirk's discussions. The economic losses from workers' injuries are discussed as though they were entirely the burden of either the provider or the employer. The clear losers, economically and otherwise, from non-prevention based policies will be workers. If the hospital and clinic based injury treatment programs do not have any real connection to the workplace, there will be no evaluation of the workplace and no preventive measures will be initiated. More importantly, any program that has an internal disincentive to make working conditions safer because it may decrease their client load will not promote changes that will decrease injury rates. This framework is contradictory to any public health model.
There are several ways in which health related services are currently provided to workers. As examples: traditional occupational safety and health programs can be found on site in
